INTRODUCTION
Safe and readily available water is important for public health, whether it is used for drinking, domestic use, food production or recreation purposes. In 2015, 71% of global population (5.2 billion people) used a safely managed drinking water service -that is, one located on premises available when needed, and free from contamination. 89% of the global population (6.5 billion people) used at least a basic service. A basic service is an improved drinking water source within a round trip of 30 minutes to collect water. Globally at least 2 billion people use a drinking water source contaminated with faeces. Contaminated water can transmit diseases such as diarrhoea, cholera, dysentery, typhoid and polio. Contaminated drinking water is estimated to cause 502000 diarrhoeal deaths each year. 1 Hygienic sanitation facilities are crucial for public health. In 2015, 39% of the global population used a safely managed sanitation service-defined as a toilet or improved latrine, not shared with other households, with a system in place to ensure that excreta are treated or disposed of safely. Globally 2.3 billion people still do not have basic sanitation facilities such as toilets or latrines, of these 893 million still defecate in the open, for example in street gutters, behind bushes or into open bodies of water. Poor sanitation is linked to transmission of diseases such as cholera, diarrhoea, dysentery, hepatitis A, typhoid and polio. Inadequate sanitation is estimated to cause 280,000 diarrhoeal deaths annually and is a major factor in several neglected tropical diseases, including intestinal worms, schistosomiasis and trachoma. Poor sanitation can also contribute to malnutrition. 2 Hygiene is multi-faceted and can comprise much behaviour, including hand washing, menstrual hygiene and food hygiene. International consultations among WASH sector professionals identified hand washing with soap and water as a top priority in all settings and hundreds of millions of people have no access to soap and water to wash their hands, preventing a basic act that would empower them to block spread of disease. 3 Millennium development goal-7 (MDG-7) targets to halve the proportion of people without sustainable access to safe drinking water and basic sanitation by 2015. 4 As SDG goal 6 calls for clean water and sanitation for all people targets (6.1, 6.2) to achieve universal and equitable access to safe and affordable drinking water for all and achieve access to adequate and equitable sanitation and hygiene for all and end open defecation by 2030. 5 In India 2015, 85% of rural population has at least basic drinking water supply, open defecation in rural population is 56%. 3 Nine out of ten people who practice open defecation lives in rural areas. 6 Govt of India launched Swachh Bharat Mission (Gramin) in 2014 with aim of improving the levels of cleanliness in rural areas through Solid and Liquid Waste Management activities and making Gram Panchayats Open Defecation Free (ODF), clean and sanitised. 7 Access to safe drinking water and basic sanitation is essential to human health and survival, but for many people living in low resource settings these vital services remain out of reach. 8 As there are few reports on WASH practices, particularly from rural India we conducted a baseline study in rural population and this information was used to conduct awareness campaign to improve the knowledge of the rural population on water, sanitation and hygienic practices.
Objectives
 Assess knowledge, attitudes and Practices (KAP) with regard to water, sanitation and hygiene.
 Identify the socio-demographic factors associated with water, sanitation and hygienic practices.
METHODS
This is a Cross-sectional study carried out in parla village rural field practice area of Kurnool medical college, Kurnool district in Andhra Pradesh, India in 2015.
Selection of study population and sampling procedure
The village, with a population of 6500 (1193 houses) is divided into 9 wards, situated 17kms from Kurnool. Proportionate sample of 20% households were taken from each ward and total 239 households were selected by systematic random sampling method. Out of 239 households 3 houses were locked. So total 236 households were included in the study.
Inclusion criteria
Inclusion criteria were households with residents residing for at least 6 months duration and having Individuals of age 18 and above.
Exclusion criteria
Exclusion criteria were locked houses, households with residents residing for less than 6 months duration.
Ethical consideration
Permission for conduction of study was obtained from Institutional Ethical Committee and from Panchayat sarpanch of Parla village. Informed consent of each individual interviewed was obtained after explaining purpose of the study.
Data collection
Pretested semi-structured questionnaire consisting of WHO & UNICEF "core questions on drinking water and sanitation for households" was used. 9 This questionnaire consists of a set of harmonized questions widely used by nations in their surveys to make data accurate and comparable across the globe. This questionnaire was modified according to local conditions after conducting pilot study and was used for data collection. In each household head of the family was interviewed. In case if head of family was not available adult above age 18 was interviewed who was available at the time of interview. Information was obtained on socio-demographic, housing, water source, water collection, household water purification, hand washing practices, waste disposal, toilet facilities etc.
Statistical analysis
Data were entered and compiled in Microsoft Excel 2013 and analysed using SPSS software Version 20. Chisquare test was used to test the significance of results.
RESULTS
A total of 236 households were interviewed. Majority of study population interviewed belongs to age group of 18-29 years (36.9%) with an average family size of 5.3 (SD) and majority interviewed were females 169(71.6%) and more than half of the interviewed participants were illiterate (54.2%) and unskilled workers (51.7%). More than half of the households were nuclear 131(55.5%) followed by joint (31.8%) and three generation (12.7%) and majority were residing in pucca (92.8%) houses. Majority of households belongs to class V socioeconomic status 165(69.9%) followed by class IV, III, II, I according to modified BG Prasad socio-economic status classification.64.8% of study participants perceived that available water is safe for drinking. 57.2% of the participants perceived that quality of water can affect health. Majority of participants perceived that most common effects of drinking unsafe water were fever (85), Gastro intestinal (56) and cold and cough. All participants knew that hands should be washed prior to eating and after defecation. 120 (50.9%) and 176 (74.6%) participants knew that hands should be washed before handling food and when entering home from outside respectively. Material used for hand washing after defecation was soap and water in 98 (41.5%) families and water only in 138 (58.5%) families. Material used for hand washing before eating were water only in 193 (81.8%) families, soap and water in 34 (14.4%) families and 9 (3.8%) families were not practising hand washing before eating. Table 3 shows that there was significant association between socioeconomic status and household water purification. Significant association was observed between presence of toilet in house, defecation practice and socio-economic status of households, education of interviewers. 
DISCUSSION
Ensuring access to safe drinking water and sanitation for rural people is key catalyst for economic and human growth. Lack of access to sanitation facilities and safe drinking water and its impact on human welfare, including health of women and children, education and income, contributes to significant cause of poverty in developing countries.
In the present study 89% of the households were consuming water from improved source which was higher than NFHS-4 state wise (Andhra Pradesh) report where 73.6% rural households had an improved drinkingwater source. 10 71.6% interviewed households were not following any household water purification method in present study which were in consistent with Bhattacharya et al and Tripathy et al studies where 72% and 68.5% of households were not following any household purification methods respectively. 11, 12 In the present study sanitary toilet was present in 51.7% households but only 46% were fully utilizing them. 75% households were practicing open field defecation which was higher than WHO/UNICEF JMP report where open defecation in India rural population was 56% in 2015. 3 In study conducted by Banda et al among household interviewed 30.9% had toilets but only 83.3% used them. 13 74.2% of respondents defecated in open fields.
In the current study for hand washing before eating, 81.8% were using only water, while only 14.4% were using soap and water. 41.5% used soap for hand washing after defecation. In Ahmed et al study, 96% of people were found to use only water while only 4% of them used soap before taking food and 33% used soap for hand washing after defecation. 14 In a baseline survey conducted by UNICEF in Myanmar observed that 40% washed their hands with soap and clean water before eating and 69% said they wash their hands with water and soap after defecating these differences.
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CONCLUSION
The findings of this study shows that even though sanitary lavatory were present many were not utilizing them because of lack of awareness with misconceptions that lavatory were for urban people where open fields were scanty. Major findings of this study is that education, socio-economic status has influence on presence and utilization of lavatory in the house showing that with health education is important to increase awareness and for better utilization existing facilities.
Knowledge of correct hygiene practices is high; Hand washing is relatively common; however the use of soap is not. Knowledge is not translated into practice, and a major attitudinal change is essentially required showing the need for behaviour change communication using various media to increase their knowledge about water, sanitation and hygienic practices.
